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INITIAL COMMENTS

This visit was for the investigation of one (1) State
complaint.

Complaint number: IN00150119
Substantiated: State deficiency related to
allegations is cited

Date of survey: 8/21/14
Facility number: 005009

Surveyors:
Marcia Anness, RN
Public Health Nurse Surveyor

Jennifer Hembree, RN
Public Health Nurse Surveyor

QA: claughlin 10/10/14

410 IAC 15-1.5-10 UTILIZATION REVIEW &
DISCHARGE PLANNING

410 IAC 15-1.5-10 ()(3)(A)(B)(C)
(D)E)F)

(e) To facilitate discharge as soon as
an acute level of care is no longer
required, the hospital shall have
effective, ongoing discharge planning
that:

(3) transfers or refers patients,
along with the necessary medical
information and records, to
appropriate facilities, agencies, or
outpatient services, as needed, for
follow-up or ancillary care. The
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information shall include, but not be
limited to, the following:

(A) medical history;

(B) current medications;

(C) activities status;

(D) nutritional needs;

(E) outpatient service needs;

(F) follow-up care needs; and

~— = — ~—

This RULE is not met as evidenced by:

Based on policy and procedure review, medical
record review and interview, the facility failed to
ensure Discharge Summary was completed on 1
of 6 patients' (patient #6) medical records
reviewed as required by policy.

Findings include:

1. Review of facility policy titled "Medical Record
Documentation"” last reviewed/revised 9/09
indicated the following:

E. Inpatient Medical Records:
3. Discharge Documentation:
iv. Discharge Against Medical Advice:
Assuming the patient is competent:
3. Instructions about medications, diet,
activity, and return appointments.

2. Review of patient #6 medical record indicated
the record lacked a discharge summary and
lacked discharge instructions.

3. Interview with staff member #1 (VP Nursing)
verified in interview at 1615 hours on 8/21/14 that
there were no discharge instructions per policy
and no MD discharge summary on patient #6
medical record.
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